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Abstract
Purpose: The purpose of this evidence-based practice project is to improve secondary
traumatic stress (STS), compassion satisfaction, and burnout amongst providers—
physicians, residents, and nurse practitioners—within the acute psychiatry units of the La
Jolla Veterans Health Administration (VHA) through a one-time educational training
session.
Background: Mental health providers at the VHA acute psychiatry units experience one
of the highest risks for the development of STS, CF, and burnout amongst all professions
due to a number of individual and institutional factors. STS is characterized by
secondhand traumatization with symptoms similar to that of Post-Traumatic Stress
Disorder—difficulty sleeping, mood changes, upsetting images appearing in one’s mind,
etc.—from repeated vicarious exposures via direct patient. CF results in a mental and/or
physical detachment and a reduced ability to remain empathetic following repeated or
prolonged interactions demanding high amounts of empathetic engagement. Both STS
and CF significantly contribute to the development of burnout syndrome, which exacts a
physical and psychological toll on the individual, is associated with poorer patient
outcomes, and is costly to an organization.
Methods: The intervention consists of a one-time educational class delivered to mental
health providers designed to increase resilience against STS, CF, and burnout. The
Professional Quality of Life (ProQOL), a 30-item Likert scale questionnaire with
subscales for compassion satisfaction, burnout, and CF, was administered pre- and 30day post-intervention. Results were gathered and entered into Intellectus Statistics online
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computer software for analysis, and a t-test was conducted between each pre- and postintervention ProQOL sub-scale.
Results: Prior to the intervention, the group (n=13) had mean scores of compassion
satisfaction that fell within the moderate levels, burnout scores within the upper end of
low levels, and STS scores within low levels. Results from post-test scores (n=10)
indicate very mild improvements in STS scores with no statistically significant changes
in any sub-scale.
Implications: This project underscores the importance of holistic health and the benefits
of self-care and is congruent with past studies showing STS, CF, and burnout are
challenging problems to address. Though this intervention failed to produce significant
changes to ProQOL scores amongst the VA’s acute psychiatric provider population,
burnout remains a pervasive issue, and further individual and/or institutional
interventions are warranted.
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Balancing Provider Stress and Resilience in the Time of COVID
Clinical Problem
Secondary traumatic stress (STS), compassion fatigue (CF), and burnout are three
different but inter-related conditions possessing a constellation of symptoms affecting
many healthcare providers; however, due to the often-intense nature of interactions with
the patients receiving their care, mental health providers are particularly prone to
developing these symptoms (Brady et al., 2012). There is growing concern that mental
health providers at the Veterans Health Administration (VHA)—the largest integrated
mental health care system in the United States—are at higher risk of burnout, and the
evidence-based treatment strategies for post-traumatic stress disorder (PTSD) often
include persistent focus on a patient’s traumatic material which results in VHA workers
experiencing frequent, sustained, vicarious trauma. (Garcia et al., 2015). While studies
have shown burnout to be widespread throughout the mental health field, a 2016 survey
by Garcia et al. found that 77% of VHA mental health providers considered emotional
exhaustion, a key characteristic of burnout, to have impacted their quality of care.
STS is characterized by vicarious traumatization with symptoms similar to that of
PTSD—difficulty sleeping, mood changes, upsetting images appearing in one’s mind,
avoiding reminders of the event, etc.—from repeated secondhand exposures via direct
patient care, while CF results in a mental and/or physical detachment and a reduced
ability to remain empathetic following repeated or prolonged interactions demanding
high amounts of empathetic engagement—both significantly contribute to the
development of burnout syndrome (Wood et al., 2017). Stamm (2010) further elaborates:
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“People can experience negative effects of secondary exposure without
developing a psychological disorder such as PTSD. Compassion Fatigue is not a
diagnosis. It is possible that Compassion Fatigue is a descriptive term and that a
person struggling with Compassion Fatigue also has a psychological disorder. For
example, people who suffer with burnout may also have a diagnosable level of
depression. Similarly, people may have a diagnosable level of PTSD or some
other mental, emotional or physical disorder that is likely linked to their
experience of compassion fatigue.”
As opposed to STS’s typically acute onset and relation to one particular event,
burnout syndrome—now recognized as a classifiable illness by the World Health
Organization (World Health Organization, 2015)—has a gradual onset, culminating in a
potentially chronic condition typically characterized by three key components: emotional
exhaustion, depersonalization/cynicism, and reduced personal accomplishment/efficacy
(Dreisen et al., 2018). When compared to other specialties, mental health workers face an
increased risk of developing burnout due to unique challenges aiding in its development
including stigma of the profession, demanding therapeutic interactions, actual or
threatened violence from patients, and patient suicide (Eliacin et al., 2018).
Factors contributing to the development of burnout syndrome have been identified
across three domains: personal, job, and organizational characteristics (Eliacin et al.,
2018). Of the organizational characteristics, a review of the literature suggests high
acuity, poor staff-to-patient ratios, heavy workloads, and low employee retention rates
affect both burnout and quality of car while frequent clinical supervision, a sense of fair
treatment, acknowledgment for doing well, and perceived autonomy are identified as
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protective factors (Humphries et al., 2014). A systematic review of determinants found
those working in inpatient settings reported a lower sense of autonomy compared to
community and specialist teams, who felt more autonomous with a greater sense of
personal accomplishment (O’Connor et al., 2018). The same review also found a
consistent correlation between rising age and increased risk of depersonalization but also
increased feelings of personal accomplishment; furthermore, job instability and staffing
shortages were associated with increased burnout rates (O’Connor et al., 2018). One
study found that although hearing clients discuss traumatic content bothered over half of
providers, it was patient characteristics such as difficult personality disorders and
malingering that were more associated with burnout (Garcia et al., 2016). Another
important cause of burnout is moral injury. Defined as “the damage done to one's
conscience or moral compass when that person perpetrates, witnesses, or fails to prevent
acts that transgress one's moral beliefs, values, or ethical codes of conduct” (Houtrow,
2020), moral injury has worsened during the coronavirus disease 2019 (COVID-19) due
to limited resources and a considerable elevation in the mental health toll. In light of this,
healthcare workers have faced being forced to alter treatment decisions due to
circumstances beyond their control—whether it be a global pandemic or perceived
institutional constraints (Houtrow, 2020). Furthermore, a meta-analytic study showed
younger age to be a significant factor in emotional exhaustion and depersonalization in
nurses, though no significant association was found between age and reduced personal
accomplishment; additionally, marriage was found to be a protective factor for emotional
exhaustion, and unmarried male nurses were shown to be most vulnerable in this regard
(Gómez-Urquiza et al., 2017).
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Considerable evidence shows burnout accounts for a damaging toll on both the
physiological and psychological well-being of an individual, the functioning of their
healthcare team, and is associated with decreased productivity, absenteeism, and
compromised quality of care to the patients (O’Connor et al., 2018). The effects of
repeated vicarious traumatization and the development of burnout syndrome, when
combined with those factors detailed above, lend itself to undermining a mental health
provider’s sense of purpose and compassion, and have been shown to create higher rates
of substance use, depression, and suicidality (Tsai et al., 2020). Unfortunately, physicians
and nurses have a higher suicide rate than the general population, and although these
deaths’ relation to burnout may be unknown, recent research indicates the rates of
depression in nurses and physicians to range from an alarming 25% to 43% (Melnyk,
2020).
The physiological response to stress is well documented and entails increased
brain arousal initiated by neurotransmitters, catecholamines, and hormones such as
cortisol which enact a sequence of bodily changes, preparing the body for its adaptive
‘fight or flight’ response (Winwood et al., 2006). When this adaptive stress response,
which is designed for only intermittent use, is continually activated, the enduring
presence of stress hormones creates the potential for a myriad of negative downstream
effects including headaches, muscle tension, anger, impaired memory, decreased
attention, anxiety, depression, reduced immune system efficiency, obesity, stroke and
several other cardiometabolic effects (Winwood et al., 2006). A study examining burnout
profiles amongst all VHA employees revealed a range of psychological and physical
health problems reported by those with higher levels of burnout (Schult et al., 2018). The
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result of physical and psychological changes on the body may also lead to inter-personal
conflicts and maladaptive coping mechanisms such as drug or alcohol use, which has a
high concomitance with burnout syndrome (Mealer, 2016).
In addition to the drastic personal toll of burnout, this syndrome also has dire
consequences for the institution in which that individual works. Regardless of the reason
or method of leaving the profession, lost revenue per physician who leaves a practice is
estimated to range from $500,000 to $1,000,000 (Melnyk, 2020), coupled with the
$160,000 to $1,000,000 cost of replacing the physician—dependent upon specialty and
experience—and these estimates do not include intangible losses such as team disruption
and patient inconvenience (Stehman, 2020). Although data on the specific cost of burnout
to the VHA is unknown, nationally, research estimates approximately $4.6 billion in
costs related to physician turnover and decreased clinical hours each year within the
United States (Han et al., 2019). The loss of a single provider from the profession is
assessed to impact approximately 2,300 patients (Han et al., 2019), and with a shortage of
mental health providers and a notable increase in psychiatric utilization during the
COVID-19 pandemic (Bowman et al., 2021), every provider lost is of substantial
consequence. STS, CF, and burnout not only have implications for the provider and
employer but also can impact the client by degrading the therapeutic alliance, affecting
communication, and increasing the likelihood of medical errors which may result in low
consumer satisfaction and poorer patient outcomes including higher rates of
hospitalization (Tsai et al., 2020). In summary, STS, CF, and burnout may enact
significantly negative effects in the provider, the institution, and the patient; furthermore,
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those working in the acute psychiatry units within the VHA are subject to a higher risk of
developing these negative effects.
Purpose
The purpose of this evidence-based practice (EBP) project is to improve STS,
compassion satisfaction, and burnout amongst providers in the acute psychiatry units
within the La Jolla VHA through a one-time educational training session as measured by
the Professional Quality of Life (ProQOL) scale administered before and one month
following the training. The acute psychiatry units consist of the psychiatric emergency
clinic and inpatient units, and are staffed by physicians, residents, and nurse practitioners
for whom the class will be administered. The resiliency training given to providers
entailed descriptions of CF, STS, burnout, their effects and factors, and methods to
improve resiliency including the introduction of breathing exercises, Metta/compassion
meditation, and the Provider Resilience Mobile Application (PRMA).
Literature Review
To identify the evidence-based solutions for improving resiliency and mitigating
STS, CF, and burnout, a review of the literature was conducted utilizing the electronic
databases of CINAHL and PubMed. Key search terms included combinations of the
following: interventions, effects, management, cause, cost, resilience, secondary
traumatic stress, vicarious trauma, compassion fatigue, burnout, mental health,
interventions, psych*, providers, mindfulness, Veterans Affairs, VA.
Due to the increasingly high prevalence of burnout, the National Academy of
Medicine (NAM) launched an Action Collaborative on Clinician Well-being and
Resilience in 2017, entailing several evidence-based recommendations for organizations:
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“1. Create positive work environments 2. Create positive learning environments 3.
Reduce administrative burden 4. Enable technology solutions 5. Provide support to
clinicians and learners, and 6. Invest in research on clinical professional well-being”
(Melnyk, 2020). Typical individually based interventions seek to either increase
mindfulness or to reduce negative arousal that characterizes stress in general though the
use of relaxation techniques, promotion of a healthy lifestyle (diet and exercise), and
cognitive behavioral techniques (Villani et a., 2013). Interestingly, a recent study found
an inverse relationship between levels of resiliency and burnout and higher levels of
resilience amongst all physicians when compared to the general working public;
however, burnout rates remained substantial even among the most resilient physicians
(West, et al., 2020). These findings are congruent with a 2017 systematic review and
meta-analysis by Panagioti which found individual interventions for physician burnout to
only produce small benefits but may be further enhanced by institutional-directed
approaches.
A meta-analysis of burnout research from the last 35 years found that although the
average effect of all interventions were relatively small, person-centered interventions are
shown to be more effective than organization-centered interventions at reducing
emotional exhaustion while organizational interventions such as clinical supervision,
support groups, job restructuring, and team communication building had no significant
effect on burnout (Dreison et al, 2018). Among organizational interventions, job training
and education were found more effective than other subtypes at reducing overall burnout
and feelings of personal accomplishment, though neither had significant effect on
emotional exhaustion (Dreison et al., 2018).
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A systematic review analyzing interventions on reducing burnout in physicians
and nurses found workplace appreciation to produce a profound effect in increasing
performance and decreasing depression and burnout, while team-based and coping
interventions had no significant effect on healthcare worker burnout (Aryankhesal et al.,
2019). Additionally, internet-based interventions were shown to improve mental health
and reduce symptoms of depression, and interventions such as yoga, meditation, and
mindfulness increased self-care and reduced emotional exhaustion (Aryankhesal et al.,
2019).
The findings from the systematic review and meta analyses above suggest
different modalities of interventions may be uniquely suited to address different burnout
characteristics—emotional exhaustion, cynicism, or reduced personal accomplishment;
however, according to a systematic review and meta-analysis conducted by West et al.
(2016), the evidence remains unclear as to which interventions most improve resilience,
though the most commonly studied methods involved mindfulness, stress management,
and small group discussions, whose results show promise as effective measures in
reducing burnout scores.
A meta-analysis examining mindfulness-based stress reduction (MBSR)—which
typically includes methods such as controlled breathing, body scanning/progressive
muscle relaxation, and meditation—found MBSR to be “moderately effective in reducing
stress, depression, anxiety and distress and in ameliorating the quality of life of healthy
individuals; however, more research is warranted to identify the most effective elements
of MBSR” (Khoury et al., 2015). While this evaluation of studies was not specific to
mental health providers, the authors noted that healthcare professionals were found to be
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among the populations who benefited most from MBSR (Khoury et al., 2015). A
systematic review examining the effect of MBSR-based interventions on empathy and
emotional competencies specifically in healthcare providers found it enhanced one’s
ability to regulate emotion with improvements in stress, psychological health, and
empathy (Lamonthe et al., 2016). One method of MBSR includes the practice of deep
breathing, which has been shown to increase positive effects on both psychological and
physiological stress through the reduced activation of the limbic and sympathetic nervous
systems; and in turn, these improvements positively affect cortisol levels, anxiety, blood
pressure, and other chronic diseases influenced by stress (Hopper et al., 2019).
Another mechanism in which MBSR cultivates beneficial effect is through the
nurturing of self-compassion. Research shows:
“[…] there is a link between self‐compassion and psychological well‐being. For
example, individuals that possess self‐compassionate qualities and do not judge
themselves too harshly are less likely to suffer with mental health issues, are more
likely to cope with symptoms of stress, have greater emotional resilience, are less
afraid of failure, employ effective coping strategies when distressed and are at
less risk of compassion fatigue and burnout.” (Beauont et al., 2016).
Knowing the implications of improved self-compassion, researchers conducted a crosssectional study of VHA mental health providers, and found self-compassion was
associated with higher resilience to burnout in that target population (Atkinson et al.,
2017). One method of increasing compassion is through Loving Kindness Meditation
(LKM). Rooted in Buddhism and also referred to as compassion or Metta Meditation,
LKM bolsters unconditional positive self-regard and has been shown to assist in

BALANCING PROVIDER STRESS AND RESILIENCE

15

decreasing personal distress though regulating amygdala activity, increasing activation
and connectivity in the prefrontal cortex which supports an increase in goal-directed
behavior, affects a fundamental change in mental state, and facilitates a more positive and
empathetic outlook (Williams-Orlando, 2021).
With smartphone ownership on the rise and ongoing research indicating mobile
device software applications can assist preventing and treating behavioral health
concerns, smartphone-based interventions are a readily available, convenient, and private
platform (Wood et al., 2017). Self-help management facilitated through the use of mobile
phone-based trainings has shown to play a key role in reducing anxiety in nurses (Villani
et al., 2013), and a pilot study evaluating the effectiveness of the free PRMA designed by
the National Center for Telehealth and Technology, which incorporates guided desk
exercises, MBSR, and breathing exercises, showed promise in reducing burnout and
compassion fatigue in mental health providers (Wood et al., 2017).
Description of EBP Project, Facilitators, and Barriers
Past studies have shown support groups and ongoing training interventions
suffered from poor attendance due to ongoing staffing shortages common in acute
psychiatry units, and ironically, the stress, burnout, and high turnover these organizationdirected interventions were meant to address, played a part in undermining the
intervention (Gilbody et al., 2006). That being said, however, after inquiring within the
La Jolla VHA, it was ascertained there was neither follow-up nor ongoing training in
regard to CF, STS, or burnout being conducted after the initial new hire onboarding
process, and supported by the evidence above, a clear need exists for such an
intervention. Considering the evidence, and with the resources and timeframe at hand, it
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was deemed most appropriate to conduct a single educational class addressing the
problem of CF, STS, and burnout scheduled during a regular administrative/continuing
education period to lessen the risk of being perceived a burden. Although stress reduction
techniques such as breathing exercises and progressive muscle relaxation are mentioned
during the presentation, given the presumption most psychiatric providers already
know—and likely teach their patients—these methods, more time was spent introducing
LKM and the PRMA.
Barriers to the project included an initial difficulty finding information in regard
to attaining VHA Institutional Review Board (IRB) approval and a general poor
understanding on the distinction between EBP projects and research by the VHA staff
involved in assisting the DNP student. Additional obstacles hindering the timely
completion of the project encompassed difficulty communicating and coordinating with
the two co-section chiefs in charge of the acute psychiatry units partially due to their
numerous additional roles, responsibilities, and distractions including facilitating the
opening of the new Emergency Psychiatric Unit at the La Jolla VHA. Furthermore, an
outdoor luncheon following the virtual presentation was originally planned where
individuals could fill out the ProQOL in person, however, a last-minute change of
presentation date and time interfered with those plans, forcing the DNP student to hand
out and collect the ProQOL forms individually—this change likely decreased the number
of respondents. For the posttest conducted one month later, it was suggested an online
version of the ProQOL created on SurveyMonkey may be a better alternative and more
convenient for respondents. After an initial email to the resilience class attendees and two
follow-up reminders, ten responses were recorded; down from 13 initially. Reasons
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hypothesized for this loss to follow-up include not checking/seeing the emails, a
preoccupation with patient care or other tasks, or a failure to remember.
Project Development and Timeline
Foremost, support was attained from the DNP student’s faculty advisor, cosection chiefs, and other stakeholders at the La Jolla VHA acute psychiatry units.
Secondly, following a description of the EBP project and assurance of anonymity of
ProQOL responses from the mental health providers, permission was granted by the labor
representative on behalf of National Nurses United Veterans Affairs Division.
Subsequently, IRB approval was attained from both the La Jolla VHA and University of
San Diego. The ProQOL was made available to members of the acute psychiatry units
prior to the resilience training. In lieu of an in-person presentation, the resiliency training
was conducted utilizing the Webex video conferencing platform in accordance with the
La Jolla VHA’s COVID-19 safety precautions, and a 30-minute PowerPoint presentation
was given. Following 30 days from the presentation, a ProQOL posttest was made
available to the employees via SurveyMonkey. After the data was analyzed utilizing
Intellectus Statistics online computer software, results from the resiliency training on
ProQOL scores was disseminated to clinical staff, stakeholders, and the union
representative.
Model Framework
The John Hopkins Nursing Evidence-Based Practice (JHNEBP) Model was
utilized to frame this EBP project, and its tools were referenced throughout the course of
the project. Developed by a joint team of clinical nurses and nurse researchers at Johns
Hopkins Hospital and School of Nursing, the JHNEBP Model “is a powerful problem-
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solving approach to clinical decision-making and is accompanied by user-friendly tools
to guide individual or group use” (Newhouse et al., 2007). The model utilizes an
organized, well-formulated, three-step process to guide practice improvements referred to
as the PET (Practice Question, Evidence, and Translation) process (Melnyk & FineoutOverholt, 2019). The JHNEBP model works well with this mental health-focused project
because it acknowledges both internal and external influences on an individual and their
practice; additionally, the model incorporates a humanistic approach by valuing others’
opinions, perspectives, and experiences which are invaluable in working with the
psychiatric provider population.
Methods
The ProQOL is the most frequently utilized scale measuring the positive and
negative outcomes of working with individuals who experienced stressful events and is
comprised of a 30-item Likert scale questionnaire (see Appendix H) with subscales for
compassion satisfaction, burnout, and CF with good reliability and validity (Stamm,
2010). Within the ProQOL, the sum of individual scores of 22 or less indicate low levels,
scores between 23 and 41 indicate moderate levels, and scores greater than 42 indicate
high levels of whichever subscale is being measured. Pretest and posttest scores were
gathered, entered into Intellectus Statistics online computer software, and mean scores
were compared between subscales utilizing a t-test.
Results
The compassion satisfaction subscale yielded mean scores of 39.23 preintervention (n=13) and 39.90 post-intervention (n=10) (see Figure 1). Pre-intervention
mean compassion satisfaction scores fall into moderate levels with 5 individuals with
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moderate levels and 8 individuals with high levels, and post-intervention scores also fall
into moderate levels with 6 individuals with moderate levels and 4 individuals with high
levels. In order to determine whether compassion satisfaction scores may have been
created via a normal distribution, a Shapiro-Wilk test was conducted for pre- and postintervention scores (Razali & Wah, 2011), and the results indicate a normal distribution
cannot be dismissed as the underlying distribution for the pre-test results based on an
alpha value of 0.05, W = 0.89, p = .103 and for post-test results based on an alpha value
of 0.05, W = 0.96, p = .755. The Shapiro-Wilk test was not significant for pre- or postintervention compassion satisfaction scores, showing normality assumption was met. To
assess whether the variance of compassion satisfaction was uniform between pre- and
post-intervention scores, a Levene test was conducted—the result was not significant
based on an alpha value of 0.05, F(1, 21) = 0.24, p = .628, indicating the supposition that
homogeneity of variance was met. A double-sided t-test concluded no significance
between variables based on an alpha value of 0.05, t(21) = -0.23, p = .821, indicating no
statistically significant difference between pre- and post-intervention compassion
satisfaction scores. The results are displayed in Table 1.
Table 1
t-Test for Compassion Satisfaction Scale
Pre-intervention Post-intervention
Variable
M
SD
M
SD
t
p
Compassion Satisfaction
39.23
7.62
39.90
5.95
-0.23 .821
Note. N = 23. Degrees of Freedom for the t-statistic = 21. d represents Cohen's d.

d
0.10

The burnout subscale yielded mean scores of 21.92 pre-intervention (n=13) and
21.90 post-intervention (n=10) (see Figure 1). Pre-intervention mean burnout scores fall
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into the upper end of low levels with 8 individuals with low levels and 5 individuals with
moderate levels, and post-intervention scores also fall into low levels with 5 individuals
with low levels and 5 individuals with moderate levels. The burnout subscale yielded
mean scores of 21.92 pre-intervention (n=13) and 21.90 post-intervention (n=10). In
order to determine whether burnout scores may have been created via a normal
distribution, a Shapiro-Wilk test was conducted for pre- and post-intervention scores
(Razali & Wah, 2011), and the results indicate a normal distribution cannot be dismissed
as the underlying distribution for the pre-test results based on an alpha value of 0.05, W =
0.93, p = .387 and for post-test results based on an alpha value of 0.05, W = 0.96, p =
.737. The Shapiro-Wilk test was not significant for pre- or post-intervention compassion
satisfaction scores, showing normality assumption was met. To assess whether the
variance of compassion satisfaction was uniform between pre- and post-intervention
scores, a Levene test was conducted, and the result was not significant based on an alpha
value of 0.05, F(1, 21) = 0.22, p = .642; indicating the supposition that homogeneity of
variance was met. A double-sided t-test concluded no significance between variables
based on an alpha value of 0.05, t(21) = 0.01, p = .992, indicating no statistically
significant difference between pre- and post-intervention compassion satisfaction scores.
The results are displayed in Table 2.
Table 2
t-Test for Burnout Scale
Pre-intervention
Post-intervention
Variable
M
SD
M
SD
t
p
Burnout Scale
21.92
5.54
21.90
5.86
0.01 .992
Note. N = 23. Degrees of Freedom for the t-statistic = 21. d represents Cohen's d.

d
0.00
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The STS subscale yielded mean scores of 19.15 pre-intervention (n=13) and 18.10
post-intervention (n=10) (see Figure 1). Pre-intervention STS scores fall into low levels
with 10 individuals with low levels and 3 individuals with moderate levels, and postintervention scores also fall into low levels with all 10 individuals with low levels. The
burnout subscale yielded mean scores of 21.92 pre-intervention (n=13) and 21.90 postintervention (n=10).In order to determine whether burnout scores may have been created
via a normal distribution, a Shapiro-Wilk test was conducted for pre- and postintervention scores (Razali & Wah, 2011), and the results indicate a normal distribution
cannot be dismissed as the underlying distribution for the pre-test results based on an
alpha value of 0.05, W = 0.91, p = .214 and for post-test results based on an alpha value
of 0.05, W = 0.89, p = .190. The Shapiro-Wilk test was not significant for pre- or postintervention compassion satisfaction scores, showing normality assumption was met. To
assess whether the variance of compassion satisfaction was uniform between pre- and
post-intervention scores, a Levene test was conducted—the result was not significant
based on an alpha value of 0.05, F(1, 21) = 1.40, p = .250, indicating the supposition that
homogeneity of variance was met. A double-sided t-test concluded no significance
between variables based on an alpha value of 0.05, t(21) = 0.56, p = .583, indicating no
statistically significant difference between pre- and post-intervention compassion
satisfaction scores. The results are displayed in Table 3.
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Table 3
t-Test for Secondary Traumatic Stress Scale
Preintervention
M
SD

Postintervention
M
SD

Variable
t
p
d
Secondary Traumatic Stress
19.15
5.15
18.10
3.45 0.56 .583 0.24
Scale
Note. N = 23. Degrees of Freedom for the t-statistic = 21. d represents Cohen's d.

Figure 1
Pre and Post-Intervention ProQOL Scores
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Cost Benefit Analysis
As previously stated, the annual economic cost associated with burnout related to
turnover and reduced clinical hours at an organizational level is approximately $7600 per
employed physician each year in the United States, totaling an attributed cost of $4.6
billion nationally (Han et al., 2019)—it is unknown the direct attributable cost of burnout
to the VHA alone. The resilience training utilized regularly designated staff continuingeducation/administrative time and was conducted by an unpaid DNP student; thus, the
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EBP project cost no money, making the monetary cost-benefit analysis difficult to
calculate. Conversely, the non-monetary toll exacted by the longer-term physiological
and psychological effects of STS, CF, and burnout to the individual provider is
enormous, as are the incalculable costs to the patient related to the compromised
provider-patient alliance, reduced consumer satisfaction, and poorer patient outcomes
that directly result from those issues.
Discussion
The long-term physical and mental health sequalae caused by prolonged STS, CF,
and burnout are significant throughout the medical community, however, providers
within the VHA acute psychiatry units are faced with a greater risk than most other
settings (Garcia et al., 2015). This EBP project sought to improve resilience against STS,
CF, and burnout amongst VHA acute psychiatry providers through an educational class
emphasizing the risk these providers face, explaining the impact of these conditions, and
introducing evidence-based solutions including LKM and the PRMA. A ProQOL scale
was administered before and 30 days following the training. Although there was a slight
decrease noted in STS post-intervention scores (Figure 1), unfortunately these outcomes
where not clinically significant and can conceivably be attributed by loss to follow-up,
however, the project did demonstrate a noteworthy presence of moderate levels of
compassion satisfaction and burnout consistent with characteristic prevalence noted
during the literature review. This project underscores the importance of holistic health
and the benefits of self-care and is congruent with past studies showing STS, CF, and
burnout are challenging problems to address. Though psychiatric healthcare workers
theoretically possess the individual or organizational tools necessary to increase
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resilience, whether or not these providers effectively utilize these strategies to mitigate
STS, CF, and burnout is largely unknown.
Limitations to this EBP project include small sample size, short duration of
measure, and the inclusion of only select occupational roles within the group. A need for
this training was agreed upon by the co-section chiefs of the VHA acute psychiatry units
whose feedback indicated a subjective feeling of success after the training, however, it
may be possible the intervention experienced poor attendance and a perception of burden
upon the psychiatric providers’ busy schedules due to the factors influencing STS, CF, or
burnout, and these effects may have played a part in subverting the intervention as shown
to be the case in past studies (Gilbody et al., 2006). The intervention recruited physicians,
residents, and nurse practitioners for the educational training, however, clearly other roles
such as social workers, therapists, and nurses experience the effects related to burnout,
may have benefited from the training, and could have increased the sample size for a
more accurate analysis of the intervention’s effects.
Implications
The utilization of MBSR, LKM, and the PRMA have showed promise in
improving ProQOL scores in past studies, and the results of this EBP project correspond
with a systematic review and meta-analysis stating individual-tailored interventions for
burnout produce only small benefits; however, these ProQOL outcomes may benefit
further through the use of adjunct institutional-directed approaches (Panagioti et al.,
2017) which demonstrates the need for the VHA to take measures at addressing the
pervasive issues of CF, STS, and burnout within their ranks. Although this intervention
failed to produce significant changes to ProQoL scores amongst the VA’s acute
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psychiatric provider population, burnout remains a pervasive issue, and further individual
and/or institutional interventions are warranted.
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Appendix A
Professional Quality of Life Scale

Professional Quality of Life Scale (ProQOL)
Compassion Satisfaction and Compassion Fatigue
(ProQOL) Version 5 (2009)
When you [help] people you have dir ect contact with their lives. As you may have found, your
compassion for those you [help] can affect you in positive and negative ways. Below are some questions
about your experiences, both positive and negative, as a [helper]. Consider each of the following
questions about you and your current work situation. Select the number that honestly r eflects how
frequently you exper ienced these things in the last 30 days.

1=N ever
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.

2=Rarely

3=Sometimes

4=Often

5=Very Often

I am happy.
I am preoccupied with more than one person I [help].
I get satisfaction from being able to [help] people.
I feel connected to others.
I jump or am startled by unexpected sounds.
I feel invigor ated after working with those I [help].
I find it difficult to separate my personal life from my life as a [helper].
I am not as productive at work because I am losing sleep over traumatic experiences of
a person I [help].
I think that I might have been affected by the traumatic stress of those I [help].
I feel trapped by my job as a [helper].
Because of my [helping], I have felt "on edge" about various things.
I like my work as a [helper].
I feel depressed because of the traumatic experiences of the people I [help].
I feel as though I am experiencing the trauma of someone I have [helped].
I have beliefs that sustain me.
I am pleased with how I am able to keep up with [helping] techniques and protocols.
I am the person I always wanted to be.
My work makes me feel satisfied.
I feel worn out because of my work as a [helper].
I have happy thoughts and feelings about those I [help] and how I could help them.
I feel overwhelmed because my case [work] load seems endless.
I believe I can make a difference through my work.
I avoid certain activities or situations because they remind me of frightening experiences
of the people I [help].
I am proud of what I can do to [help].
As a result of my [helping], I have intrusive, frightening thoughts.
I feel "bogged down" by the system.
I have thoughts that I am a "success" as a [helper].
I can't recall important parts of my work with trauma victims.
I am a very caring person.
I am happy that I chose to do this work.

© B. Hudnall Stamm, 2009. Professional Quality of Life: Compassion Satisfaction and Fatigue Version 5 (ProQOL).
/www.isu.edu/~bhstamm or www.proqol.org. This test may be freely copied as long as (a) author is credited, (b) no changes are
made, and (c) it is not sold.
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